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Workplace reciprocity of emergency nurses: a qualitative study
Christine Corcoran
Concordia College, NY, USA
Emergency nurses work with other health care providers under
uncertain conditions to provide care to patients with all kinds of ill-
nesses and afﬂictions from all walks of life. Despite implications that
they must work together to accomplish their tasks, there are few
studies that explore the relationships among emergency department
personnel. Furthermore, there are even fewer that focus on the way
emergency nurses work together to provide care to their patients.
The purpose of the study was to understand the lived experience
of workplace reciprocity of emergency nurses through the use of a
qualitative phenomenological method. Nurses with three or more
years of current emergency nursing experience were recruited using
a purposive technique to obtain a convenient sample. Each partici-
pant was interviewed. The data were analyzed and interpreted using
Giorgi’s Phenomenological Method. Findings from this study identi-
ﬁed six essences: emergency department culture, balancing, tech-
nology, caring, bridging, and connection. These essences of the
participants’ experiences were synthesized. Workplace reciprocity
between and among emergency department nurses is inﬂuenced
by the emergency department culture, balancing, and technology
on caring for patients and each other as seen in the bridging and con-
nection for the purpose of creating and maintaining workplace rela-
tionships. This statement synthesized the meaning of workplace
reciprocity among this sample of emergency nurses for this study.
Paterson and Zderad’s Humanistic Nursing Theory emerged as a
way to reﬂect on the ﬁndings in a way that was meaningful to nurs-
ing. Implications for nursing practice and recommendations for
future research are identiﬁed.
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Trauma nursing case management improves patient outcomes
K. Curtis 1,2, R. Morris 1,3, D. Black 1
1 St George Hospital, Australia
2 University of Sydney, Australia
3 University of NSW, Australia
Background: The purpose of the study was to measure the effect
of trauma case management (TCM) on patient outcomes, using
practice-speciﬁc outcome variables such as in-hospital complication
rates, length of stay, resource use and allied health service interven-
tion rates. Methods: TCM was provided 7days a week to all trauma
patient admissions. Data from 754 patients were collected over
14months. These data were compared with 777 matched patients
from the previous 14months. Results: TCM greatly improved time
to allied health intervention (P <0.0001). Results demonstrated a
decrease in the occurrence of deep vein thrombosis (P<0.038) and
a trend towards decreased patient morbidity, unplanned admissions
to the intensive care unit and operating suite. A reduced hospital
stay LOS, particularly in the paediatric and 45–64years age group
was noted. Six thousand six hundred twenty-one fewer pathology
tests were performed and the total number of bed days was 483days
less than predicted from the control group. Conclusion: The intro-
duction of TCM improved the efﬁciency and effectiveness of trauma
patient care in our institution. This initiative demonstrates that TCM
results in improvements to quality of care of trauma patients.
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Bedside behaviors and their impact on patient safety
D. Brecher
Emergency Nurses Association, USA
It’s easy to say ‘‘I am a safe ED nurse’’. I always checkmy ﬁve rights
before administering amedication. I check the patient’s identiﬁcation
before performing any test or procedure. I put the side rails of the
stretcher up and the call bell within the patient’s reach . . . always.
While these actions are critical to maintaining patient safety, we
often forget that our behaviors at the bedside contribute to the cul-
ture of safety in the department. A lack of true teamwork, inability
to provide constructive feedback, team members unwilling to hold
each other accountable and fostering an environment where only
the ‘‘weak’’ ask for help put our patients and ourselves in harm’s
way. This presentation will identify destructive bedside behaviors
that are currently alive and well in emergency departments all across
the globe. The teamwork concepts of ‘‘mutual support’’ and ‘‘situation
awareness and monitoring’’ will be presented and discussed during
the session. Tools and strategies to utilize these concepts in your
own emergency department will be provided to participants.
http://dx.doi.org/10.1016/j.ienj.2014.08.007
q Publisher’s Note: The abstracts printed were correct at the time of
going to press. There may been subsequent changes in the
programme that are not reﬂected.
International Emergency Nursing 22 (2014) 237–260
Contents lists available at ScienceDirect
International Emergency Nursing
journal homepage: www.elsevier .com/locate /aaen
Conclusion: This study identiﬁed signiﬁcant written and oral com-
munication deﬁcits. Inadequate communication resulted in
extended ED length of stay and the provision of care that was not
in keeping with resident wishes.
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The number of patients simultaneously present at the emergency
department as an indicator of unsafe waiting times: a receiver
operated curve-based evaluation
J. Bergs 1, S. Verelst 2, J.-B. Gillet 2, P. Deboutte 2, C. Vandoren 2,
D. Vandijck 1,3
1Hasselt University, Belgium
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Introduction: Emergency department (ED) crowding and pro-
longed waiting times have been associated with adverse conse-
quences towards patient safety. Aim: To investigate whether the
number of patients simultaneously present at the ED might be an
indicator of unsafe waiting and at what threshold hospital-wide
measures to improve patient outﬂow could be justiﬁed. Methods:
Data were retrospectively collected during a 1-year period; all ED
patients aged <16years, and triaged as ESI-1 or ESI-2 were eligible
for inclusion. The number of patients simultaneously present was
used as occupancy rate. Waiting time was considered unsafe if it
was longer than 10min for ESI-1 patients, or longer than 30min
for ESI-2 patients. Differences in waiting time and occupancy
between patients with safe and unsafe waiting times were analysed
using Mann–Whitney U test. The ability of the occupancy rate to dis-
criminate unsafe waiting times was analysed using a receiver oper-
ating characteristic curve. Results: Overall median waiting time was
5min (IQR=4–8) for ESI-1, and 12min (IQR=6–24) for ESI-2
patients. Unsafe waiting times occurred in 16.0% of ESI-1 patients
(median waiting time=17min, IQR=13–23), and in 18.9% of ESI-2
patients (median waiting time=48min, IQR=37–68). The occupancy
rate was a weak indicator for unsafe waiting times in ESI-1 patients
(AUC=0.625, 95% CI 0.537–0.713) but a fair indicator for unsafe
waiting times in ESI-2 patients (AUC=0.740, 95% CI 0.727–0.753)
for which the threshold to predict unsafe waiting times with 90%
sensitivity was 51 patients. Conclusion: The number of patients
simultaneously present is a moderate indicator of unsafe waiting
times. Future initiatives to improve safe waiting times should not
focus solely on occupancy, rather the focus should expand towards
other factors affecting waiting time.
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‘That’s not my name’ a patient safety project to improve accurate
identiﬁcation of patients in a UK emergency department
J.F.C. Gamston
Imperial NHS Trust, UK
Introduction: The incorrect identiﬁcation of patients was out-
lined as a global issue in healthcare. The UK College of Emergency
Medicine has highlighted misidentiﬁcation as a ‘never event’ that
is particularly relevant to emergency departments. Methods: In this
project process mapping was used to highlight the areas of the emer-
gency pathway particularly prone to misidentiﬁcation. Current iden-
tiﬁcation practice and adherence to trust policy were audited and
the emergency nursing team was asked to complete a safety atti-
tudes questionnaire. Staff focus groups were formed to gain some
deeper understanding of the issues. Results: Analysis of this qualita-
tive and quantitative data highlighted the areas of risk and the key
individuals needed to inﬂuence change. The ‘That’s not my name’
initiative was launched to address these issues. Subsequent audit
showed an increase in the use of wristbands and a repeat of the staff
safety questionnaire demonstrated improved understanding of the
‘never events’ initiative and reduced confusion around trauma alias
names. Thematic analysis of the focus group responses exposed
more subtle causes of patient misidentiﬁcation in our department.
Experience of misidentiﬁcation incidents was common amongst
emergency department staff; areas of particular risk were at stream-
ing/waiting area, assessment and resuscitation. Conclusions: There
remains a culture of identifying patients by their condition or cubi-
cle, and a reliance on the nurses to identify patients to other mem-
bers of the team. By making staff aware of these risks the use of
emergency patient wristbands has increased and understanding of
the ‘never events’ initiative improved. Clariﬁcation of the use of
trauma alias names has been broadly welcomed.
O5.1
A baseline analysis on knowledge, attitudes and practices of
nurses in emergency care in a volatile environment: Bossaso
General Hospital
I. Muya, A. Mohamed, M. Van Der Plas
Africa Federation of Emergency Medicine, Kenya
Bossaso General Hospital is located in Puntland, Somalia, an area
affected by prolonged civil conﬂict, terrorism, clan ﬁghting and
piracy. Challenges faced in the study area include limited levels of
basic and specialized education, cultural aspects and attitudes, gaps
in human and ﬁnancial resources, limited teaching aids and equip-
ment, time constraints, language barriers, high turn-over of nurses
and other medical staff, and an extremely volatile security situation.
Purpose: To identify the gaps in delivering emergency medicine
education in an unstable and resource-deprived environment in
Somalia, with the aim of developing innovative methods of teaching.
Methods: The method used will be a descriptive cross-sectional
study, using data collection techniques such as focus group inter-
views, observation, key informant interviews and any available
scholarly article review. Results: Preliminary research among health
care staff at the hospital (n=20) showed that 19% of the nurses felt
that visiting nurses offer some knowledge on emergency care, while
38% of knowledge was gained from visiting doctors. Regarding
knowledge of emergency medicine, 88.9% of the nurses felt that
emergency medicine is basically ﬁrst aid. Whereas 75% followed
emergency medicine protocols, these were from a variety of refer-
ence books. Conclusions: Conclusions drawn suggest that the
knowledge of emergency medicine is limited. Therefore, the devel-
opment of ﬁeld curricula, practical and theoretical training by visit-
ing practitioners, provision of additional teaching aids, tools and
equipment, integration of multiple disciplines in training, and ﬁnan-
cial resource mobilization would be beneﬁcial in improving knowl-
edge, attitudes and practices in emergency care.
O5.2
‘Fit for future’ – expanding the senior clinical workforce in
emergency care. Lived experience of the health educationWessex
trainee consultant practitioner development programme
E. Freshwater, P. Evans
Health Education Wessex, UK
Consultant nurses are well established within the Emergency
Department environment (Charters et al., 2005; Crouch et al., 2003;
Fontaine et al., 2007) and similar roles are now being developed for
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